perfectly well until about two years before admission when it was first noticed that he sweated profusely.
The sweating was not related particularly to the environmental temperature, but was more pronounced at night. Frontal headaches began six months before admission. These occurred once or twice weekly, usually early in the morning and lasted several hours.
Two months later puffiness and redness of both hands and wrists were noticed. The lower extremities had never shown vasomotor changes. admission the boy complained of progressive difficulty of vision and of a grey shadow before his eyes. Over the past few weeks he had been excessively thirsty and wanted additional salt with his meals. There had been no urinary symptoms or nocturia.
On examination he was a cooperative, intelligent boy of normal physical development. The heart was slightly enlarged, the impulse being located 3j in. from the mid-sternal line. The aortic second sound was accentuated. Both femoral arteres were easily palpable. The blood pressure was 200/160 mm. Hg.
Retinoscopy showed bilateral papilloedema with a large amount of exudate and scattered haemorrhages. There was a well defined macular star in the right fundus. The vessels were tortuous and thickened (Fig. 1) .
The only other significant findings on physical examination were swollen red hands and wrists. Histological preparations showed that the tumour had a dense fibrous capsule, which separated it from adrenal cortical tissue. Traversing the tumour were numerous fibrous septa, the spaces between which were occupied bv groups of cells with indistinct outlines (Fig. 5) (Pearse, 1953) after which they became bright green (Fig. 6) Throughout this period of investigation, the blood pressure remained fairly constant at 160/110 mm. Hg. Oral phentolamine was not given. Cortisone, 25 mg. daily, was given for three days before operation.
OPERATION. Operation was performed under thiopentone-sodium, gallamine, nitrous oxide and oxygen. The left adrenal gland was exposed via a left transthoracic approach following resection of the tenth left rib. The left adrenal gland was normal, so the incision was enlarged and the abdomen then explored. A mass was found infiltrating the left psoas muscle at the junction of the aorta and the left common iliac artery. This mass was removed with difficulty, there being no suggestion of any plane of cleavage.
The blood pressure was controlled in a similar manner to that in Case 1. Blood pressure readings were taken at least every two minutes (Fig. 7) .
The post-operative course was complicated by a left lower lobe pneumonia which responded to chemo-therapy. Following operation the blood pressure rose again to 160/110 mm. Hg, but just before discharge from hospital was 140/100 mm. Hg. In addition the boy had lost his headaches and was much improved. Urinary noradrenaline assay before discharge gave a normal value The histological diagnosis was phaeochromocytoma.
The pressor amine content of the tumour was 740 z±g.
When seeking the cause of hypertension in a child, after excluding renal disease and coarctation of the aorta, it is logical to consider a phaeochromocytoma. Essential hypertension and pink disease remain diagnoses of exclusion.
Clinical features associated with the presence of a phaeochromocytoma are due to the secretion of adrenaline and nor-adrenaline by the tumour cells.
Variations in the clinical signs and symptoms will vary with the relative amounts of these substances secreted. Adrenaline is responsible for changes in metabolism but the absence of hyperglycaemia and glycosuria in the above cases supports Cahill's (1948) contention that these changes are not frequently found in children with phaeochromocytomas. The secretion of nor-adrenaline is responsible for the hypertension with which these children present. From recorded cases, and our two, the hypertension in such children appears to be constant rather than paroxysmal. Although the hypertension in Case I had reached the malignant phase, removal of the tumour still resulted in reversion of all signs and symptoms. (Goldenberg, Snyder and Aranow, 1947: Brines and Jennings, 1948) . These tumours were in the retroperitoneal tissue near the adrenals, or intimately associated with the abdominal aorta and vena cava, situations in which chromaffin tissue may normally be found in the foetus or infant (Coupland. 1952; Kohn, quoted by Goldenberg et al., 1947) . Multiple phaeochromocytomas are rare in adults, but in six of these 21 children more than one tumour was present. In one hypertensive child recorded by Hubble (1951) four phaeochromocytomas were found at necropsy. The failure of the blood pressure to return to normal after removal of a phaeochromocytoma necessitated further exploratory surgery in a child reported by Goldenberg et al. (1947) . The symptoms subsided after removal of a second chromaffin tumour. The pre-operative use of phentolamine, together with the prevention of the post-operative fall in blood pressure by nor-adrenaline, appears to afford a degree of safety to these exploratory and sometimes repeated operations.
The macroscopic and histological appearance of the tumours removed in our cases conform with previous descriptions. Other authors have emphasized the variable macroscopic appearance, the indistinct outlines of cells grouped within their fibrous septa, and the staining reactions of granules within these cells in tissues which have been fixed rapidly after removal from the body. These granules were not demonstrated in all cells and in those cells which did contain granules their numbers varied. The staining reactions of the granules as recorded in Case 1, and which were similar in Case 2, are stated by Pearse (1953) to be due to oxidation of adrenaline precursor substances. As other cytoplasmic constituents may be oxidized with similar colour changes these reactions cannot be regarded as chemically specific for adrenaline, although their presence is usually regarded as characteristic of chromaffin tissue.
Malignant chromaffin tumours are rare and Willis (1953) 
Summary
The clinical notes of two children with hypertension due to a phaeochromocytoma are reported. The main symptoms were severe sweating and headaches.
Remission of the hypertension and accompanying symptoms followed successful surgical removal of the tumours.
The tumours had the histological structure of phaeochromocytomas and biological assay of portions of both revealed a high nor-adrenalim content.
The value of phentolamine ('regitine') in the diagnosis of a phaeochromocytoma, and in controlling hypertension during the removal of such a tumour is illustrated.
